Hospital admission for asthma is a marker of severe and uncontrolled disease and indicates an increased risk of a subsequent fatal attack. 8 The cost of hospital admissions represents 25-50% of the total costs for asthma, depending on whether the calculations include only direct medical costs or the additional indirect costs caused mainly by loss of production. 9 10 Thus, a decrease in hospital admissions would reflect improved disease control, meaning less human suVering and great savings for society.
However, real life is agonising and significant undertreatment still prevails in Canada, for instance. 11 In France, Bousquet et al 12 reported significant undertreatment of severe asthma-85% of patients living in Paris and 60% in Montpellier were not receiving any anti-inflammatory treatment. Ferrante et al 13 found that inhaled antiinflammatory drugs were insuYciently used in young men in Italy with only 16% of those with bronchial obstruction using inhaled steroids or cromolyn sodium. Changes in treatment practices are slow. In Denmark Gaist et al 14 selected from a nationwide register those asthmatic subjects who used more than 1600 inhalations per year of 2 agonists. In 1991 33% of them did not use inhaled steroids. When the survey was repeated in 1994 the situation had not improved, with 37% still not using inhaled steroids. In 1991 the new US guidelines promoted earlier use of anti-inflammatory medication, 15 but in Philadelphia a gap between optimal asthma drug prescribing and actual patterns widened from 1991 to 1993. 16 Underuse of inhaled steroids was closely associated with lower educational attainment. In East London GriYths et al 17 observed that practices prescribing lower ratios of prophylactic anti-inflammatory medication to bronchodilator medication had higher hospital admission rates.
The study by Blais et al 1 does not only address the benefits of inhaled steroids but, most importantly, the early use of them; during the first year of treatment subjects initially or subsequently treated with inhaled steroids were 40-80% less likely to be admitted to hospital for asthma than regular users of theophylline. Although the treatment was new for the patients, the disease may have already had a prolonged course since only regular use of inhaled steroids, rather than irregular use, protected against the first admission to hospital. The diagnosis of asthma is often severely delayed, which has an influence on the prognosis and on the eYcacy of therapeutic interventions. 18 At the moment most international guidelines recommend anti-inflammatory medication, preferably with inhaled steroids, as first line treatment to gain control of the disease as fast as possible. There is no doubt that early use of inhaled steroids has a substantial impact on morbidity. However, very few studies have addressed the long term influence of these drugs. Usually the beneficial eVects gradually disappear when the treatment is withdrawn. Only one study has indicated that, in patients with newly diagnosed asthma, early intervention with an inhaled steroid may lead to long term remission and preserve lung function better than treatment with a 2 agonist. 19 20 Although we lack evidence that the use of inhaled steroids, or any other pharmacological intervention, changes the natural course of asthma, their invaluable short term eVects justify their introduction as soon as the diagnosis of asthma is established. However, the fear of steroids-deep in the public as well as in the medical society-and their lack of immediate eYcacy compared with 2 agonists, together with the relative cost, are obstructing their appropriate use.
In Finland the consumption of short acting 2 agonists has been stable for several years while the use of inhaled steroids continues to increase. In 1996 the ratio of prescriptions of preventive anti-asthmatic medication to 2 agonists exceeded 1.0 in Finland as the first Nordic country. 21 From the beginning of the 1990s much emphasis has been put on the early detection of asthma and the introduction of inhaled steroids as first line treatment for all asthmatic patients except, perhaps, small children. Simple and cost eVective self-management programmes based on adjusting the dose of regular inhaled steroids according to symptoms and home monitoring of peak flow values were also developed. 22 23 This policy was strengthened by the national Asthma Programme launched in 1994. 24 The Programme was implemented eYciently at a local level and one doctor and one nurse in each health centre were appointed to take charge of know-how and quality of asthma treatment as well as of patient education.
Several indicators show that active treatment of asthma in primary care supported by specialists in secondary care 93  92  91  90  89  88  87  86  85  84  83  82 has been successful, and the burden of the disease on society is decreasing in spite of an increase in its occurrence. In 1981 the Finnish Social Insurance Institution recorded 49 259 asthma patients who were entitled to special reimbursement for their drug costs. In 1996 the figure had increased about threefold to 159 105 patients (population 5.1 million). Nevertheless, days in hospital per asthmatic population in 1996 were only one quarter of that in 1981, and mortality due to asthma showed a similar trend (fig 1) . Although several factors have probably contributed to the positive trends-even the disease may have become milder-early treatment of asthma with inhaled steroids deserves much credit for this favourable development. 
